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ABSTRACT
Objectives: to assess patient safety culture during the COVID-19 pandemic and identify the 
dimensions that need to be improved in hospital settings and which sector, open or closed, 
direct or indirect care, exhibits a higher level of safety culture. Methods: a descriptive and 
cross-sectional study. The validated version for Brazil of the Hospital Survey on Patient Safety 
Culture instrument was applied to assess patient safety culture. Those dimensions with 
75% positive responses were considered strengthened. Results: all dimensions presented 
results lower than 75% of positive responses. Closed sectors showed a stronger safety 
culture compared to open ones. Indirect care sectors had a low general perception of patient 
safety when compared to direct care sectors. Conclusions: with the pandemic, points of 
weakness became even more evident, requiring attention and incisive interventions from 
the institution’s leaders.
Descriptors: Patient Safety; Quality of Healthcare; Organizational Culture; Hospital; COVID-19. 

RESUMO
Objetivos: avaliar a cultura de segurança do paciente no contexto da pandemia de COVID-19 
e identificar as dimensões que precisam ser aprimoradas no ambiente hospitalar e qual setor, 
aberto ou fechado, de assistência direta ou indireta, exibe um nível mais elevado de cultura 
de segurança. Métodos: estudo descritivo e transversal. Aplicou-se a versão validada para 
o Brasil do instrumento Hospital Survey on Patient Safety Culture para avaliar a cultura de 
segurança do paciente. Foram consideradas dimensões fortalecidas aquelas com 75% de 
respostas positivas. Resultados: todas as dimensões apresentaram resultados menores que 
75% de respostas positivas. Setores fechados mostraram cultura de segurança mais fortalecida 
em relação aos abertos. Setores de assistência indireta apresentaram baixa percepção geral 
de segurança do paciente, quando comparados aos de assistência direta. Conclusões: com 
a pandemia, os pontos de fragilidade tornaram-se ainda mais evidentes, exigindo atenção 
e intervenções incisivas por parte das lideranças da instituição.
Descritores: Segurança do Paciente; Qualidade da Assistência à Saúde; Cultura Organizacional; 
Hospital; COVID-19. 

RESUMEN
Objetivos: evaluar la cultura de seguridad del paciente en el contexto de la pandemia 
COVID-19 e identificar las dimensiones que necesitan ser mejoradas en el ambiente hospitalario 
y qué sector, abierto o cerrado, de asistencia directa o indirecta, exhibe un mayor nivel de 
cultura de seguridad. Métodos: estudio descriptivo y transversal. Para evaluar la cultura de 
seguridad del paciente se aplicó la versión validada para Brasil del instrumento Hospital 
Survey on Patient Safety Culture. Se consideraron fortalecidas aquellas dimensiones con 
un 75% de respuestas positivas. Resultados: todas las dimensiones presentaron resultados 
inferiores al 75% de respuestas positivas. Los sectores cerrados mostraron una cultura de 
seguridad más fuerte en comparación con los abiertos. Los sectores de atención indirecta 
tenían una percepción general baja de la seguridad del paciente en comparación con los 
sectores de atención directa. Conclusiones: con la pandemia, los puntos de debilidad se 
hicieron aún más evidentes, requiriendo atención e intervenciones incisivas por parte de 
los líderes de la institución.
Descriptores: Seguridad del Paciente; Calidad de la Atención de Salud; Cultura Organizacional; 
Hospital; COVID-19.
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INTRODUCTION

On December 31, 2019, the Wuhan Municipal Health Commission 
reported on its website the occurrence of cases of atypical pneumo-
nia in the People’s Republic of China(1). On January 9, 2020, Chinese 
authorities determined that the disease outbreak was caused by 
a new coronavirus, SARS-CoV-2, publicly known as COVID-19, an 
infection responsible for a potentially fatal respiratory syndrome(1). 

Due to the rapid spread of the disease to several countries, 
on February 11, 2020, the World Health Organization (WHO) 
characterized the outbreak of the disease as a pandemic(2). Be-
tween January 1, 2020 and May 18, 2021, 163,312,429 cases and 
3,386,825 deaths were confirmed worldwide(3). In Brazil, the first 
case of the disease occurred in the city of São Paulo on Febru-
ary 26, 2020(4). In the city of Ribeirão Preto, state of São Paulo, in 
2020, 41,977 cases and 1,045 deaths were confirmed(5); in 2021, 
there were 73,272 cases and 1,995 deaths; and from January 1 
to August 16, 2022, there were 53,402 cases and 368 deaths(6). 

Managing a pandemic requires a robust hospital structure 
that provides quick and assertive decision-making to control and 
spread the virus(7). From this perspective, the COVID-19 pandemic 
challenged Healthcare Systems (HCS) on a global scale, and, in 
Brazil, this scenario required the Brazilian Health System (SUS – 
Sistema Único de Saúde) to also adapt to face the crisis(8). 

Faced with this adverse scenario, rapid changes in care de-
livery models were necessary, including increased workload, 
redeployment of personnel to unfamiliar clinical environments 
and the need to treat patients with a new and still little-known 
disease. Furthermore, healthcare professionals were encouraged 
to develop the ability to deal with the disease, adapting quickly 
to changes, overcoming challenges and resisting pressure(9).

Previous research revealed that changes in organizational routines, 
scarcity of qualified human resources, fatigue of healthcare teams 
and overworked institutions under extreme pressure are factors 
that contribute to unsafe care, in addition to negatively affecting 
job satisfaction(10). Therefore, investigating the impact of such factors 
on patient safety, especially in times of health crisis, is necessary. 

Patient safety was defined by the WHO (2021)(11) as “a framework 
of organized activities that creates cultures, processes, procedures, 
behaviours, technologies and environments in healthcare that 
consistently and sustainably lower risks, reduce the occurrence 
of avoidable harm, make error less likely and reduce its impact 
when it does occur”.

The WHO also highlighted the need to create high-reliability 
systems to ensure people’s access to quality and safe health services, 
through the development and maintenance of a transparent safety 
culture that promotes continuous learning and is not punitive(11). 

The term “safety culture” was used for the first time in the 
literature by the International Consultative Group on Nuclear 
Safety in its report on the Chernobyl accident, which occurred 
in 1986(12). Since then, the term has been used by several institu-
tions considered high risk, such as hospitals(13). It is defined as the 
product of group and individual values, attitudes, perceptions 
and skills, which determine a pattern of behavior and commit-
ment to safety management(12).

In healthcare institutions, safety culture is defined as the 
association of individual and group actions that aim to reduce 

the occurrence of harm to patients as a result of interactions, at-
titudes and perceptions about safety issues. Studies have shown 
that there is a direct association between the implementation 
of a safety culture in healthcare institutions and a reduction in 
serious and fatal adverse events(14-15). 

Several factors interfere with health service safety culture, in-
cluding failures in communication between teams, high workloads, 
the existence of a punitive culture and leadership hierarchiza-
tion(10,16-17). Therefore, in order to obtain information about the 
state of patient safety in a healthcare institution, investigations 
aimed at assessing culture are essential. 

There are several instruments available in the literature aimed 
at assessing safety culture. In the present study, the instrument 
developed by the Agency for Healthcare Research and Quality 
(AHRQ) called Hospital Survey on Patient Safety Culture (HSOPSC)
(18) was used, which was translated and validated for Brazilian 
culture(19). The instrument aims to assess the several patient safety 
culture dimensions in the health service. 

The HSOPSC was used in several international studies(20-24). In 
an investigation conducted in three public hospitals in Kuwait, 
a HSOPSC psychometric assessment was carried out. Of the 22 
items related to safety climate, all presented strong loadings 
between the factors (0.42-0.86). Furthermore, in relation to reli-
ability analysis, the results were satisfactory (α> 0.60)(22).

Brazilian researchers carried out a systematic review of the 
PubMed, Web of Science and Scopus databases with the aim 
of identifying studies that used the HSOPSC to collect data on 
safety culture and its contribution to improving quality and 
safety in hospital care(25). A total of 33 studies were selected, 
conducted in 21 countries. As for teamwork dimensions, the 
results showed a strong load, and the dimensions with a weak 
load were related to punishment for errors related to patient 
care. They concluded that organizational culture was weak in 
the institutions assessed, negatively impacting patient safety 
and health outcomes(25). 

HSOPSC is self-administered and assesses 12 patient safety 
culture dimensions, two of which are related to patient safety 
results (1 - Frequency of events reported; and 2 - Overall percep-
tions of patient safety) and ten are related to safety culture (1 - 
Supervisor/manager expectations and actions promoting patient 
safety; 2 - Organizational learning—continuous improvement; 
3 - Teamwork within units; 4 - Communication openness; 5 - Feed-
back and communication about error; 6 - Nonpunitive response 
to error; 7 - Staffing; 8 - Management support for patient safety; 
9 – Teamwork across units; and 10 - Handoffs and transitions)(19). 

The score is calculated using a five-point Likert scale, assigning 
a numerical value to the answers given by study participants. The 
answers have categories that vary from 1 – agreement (totally 
disagree; disagree; neither agree nor disagree; agree; and totally 
agree) to 2 – frequency (never; almost never; sometimes; almost 
always; and always).

Based on the above, this study was designed to answer the 
following questions: what is the perception of hospital profes-
sionals about patient safety culture in times of the COVID-19 
pandemic? Which dimensions of patient safety culture need to 
be improved? Which type of sector (open and closed) and type of 
care (direct and indirect) have the strongest patient safety culture?
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OBJECTIVES

To assess patient safety culture during the COVID-19 pandemic 
and identify the dimensions that need to be improved in hospital 
settings and which sector, open or closed, as well as those that 
offer direct and indirect care, exhibits a higher level safety culture.

METHODS

Ethical aspects

The study was approved by the Universidade de São Paulo Escola 
de Enfermagem de Ribeirão Preto Research Ethics Committee (REC), 
in accordance with Brazilian National Health Council Resolution 
466/2012 of the Ministry of Health Brazilian National Research 
Ethics Council, which addresses ethics in research with human 
beings. The Informed Consent Form (ICF) was sent via email to 
study participants, who were informed that the research results 
would be intended for publication and that confidentiality and 
anonymity would be guaranteed.

Study design, period and place

This is a descriptive and cross-sectional study, with a quantita-
tive approach. The scientific writing checklist called STrengthening 
the Reporting of OBservational studies in Epidemiology (STROBE) 
was used(26). The study was carried out in a large tertiary hospital, a 
highly complex center in the countryside of the state of São Paulo. 
The hospital is made up of three units, namely: campus; emergency 
unit; and children’s hospital. Data was collected between November 
30, 2021 and September 30, 2022 in all sectors of the three units.

Study population

The study’s target population was made up of all high school 
and higher education administrative professionals, high school 
and higher education healthcare professionals and other high 
school and higher education professionals. The sample adopted 
in this study was simple random sampling. 

Inclusion and exclusion criteria

Professionals who had been working at the hospital for more 
than three months and who worked at least 20 hours a week 
were included. Professionals who, during data collection, were 
on vacation or leave and occasional professionals without an 
employment relationship with the hospital, such as healthcare 
professions interns, academics and residents, were excluded. 
Forms that were not completely filled out were also excluded. 

Study protocol

Data collection

Data were collected through HSOPSC application. To ensure 
the quality and reliability of the data collected, AHRQ(27) guide-
lines were used, with validation and inclusion of all professionals 
working in hospitals.

In addition, information was collected about the research partici-
pants, including gender, education level, position/function, hospital 
job tenure, weekly workload and direct interaction with patients.

Data collection was carried out in a mixed manner: (1) by 
providing the access link to the electronic instrument, which was 
prepared on the RedCap virtual platform; and (2) in person, with 
the form printed and distributed to study participants working 
in the three hospital units.

The link was made available from November 30, 2021 to February 
7, 2022, sent by institutional email, with assistance from the Risk 
Management Service. However, due to the low participation of 
the target audience, collection began to be carried out in person 
through handing over printed forms from February 21, 2022 to 
September 30 of the same year. It is noteworthy that this change 
was previously authorized by the institution’s management. All 
floors of the three hospital units were visited by the researcher, 
who made prior contact with the person in charge of the sec-
tor. Those who agreed to participate in the research were sent 
the ICF via email and given a period of one week to complete 
it. Subsequently, the printed instruments were collected by the 
researcher, and the data was entered into the RedCap system. 

 
Analysis of results, and statistics

Data were transferred from the RedCap platform to Microsoft 
Excel® 2016 spreadsheets. All analyzes were carried out in the R 
program (R Core Team, 2021) version 4.1.2, and the percentages 
of positive responses regarding patient safety culture dimensions 
were calculated. Alternatives 4 or 5 (agree/totally agree or almost 
always/always) were considered positive responses in positively 
formulated questions and alternatives 1 or 2 (totally disagree/
disagree or never/rarely) in negatively formulated questions. Re-
garding negative responses, alternatives 1 or 2 were considered for 
positively formulated questions and 3 or 4 for negatively formulated 
questions. Responses recorded as “neither disagree nor agree” or 
“sometimes”, as proposed by AHQR, were considered neutral(27).

Patient safety culture dimensions were considered strong 
areas, which obtained 75% positive responses. Dimensions that 
obtained 50% or less positive responses were considered fragile 
areas in need of improvement(27).

The comparison between the open and closed sectors was 
carried out according to the classification proposed by Bianchi(28), 
taking into account the flow of patients and family members. 
Open sectors were outpatient clinics, oncology sector, Liver 
Transplant Unit, Kidney Transplant Unit, in addition to psychiatry 
wards, medical clinic, hematology, gynecology and obstetrics, 
surgery, orthopedics, ophthalmology, otorhinolaryngology and 
pediatrics. Closed sectors were administration, accounting, human 
resources, Internal Regulation Center (IRC), Integrated Quality 
Center, nutrition and dietetics, distribution service, materials 
center, respiratory unit, microbiology laboratories, Rehabilita-
tion Center (REC), dialysis unit, blood bank, transfusion agency, 
risk control, pharmacy, surgical center, post-anesthesia recovery, 
adult, pediatric and neonatal Critical Care Unit (CCU), neurology, 
Coronary Care Unit (CoCU), burns unit, chemotherapy center, 
Infectious Diseases Treatment Unit (IDTU), semi-intensive medical 
clinic and Epilepsy Surgery Center (CIREP). 
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A comparison was also made between direct and indirect care 
sectors, following Bartolomei’s(29) classification as a theoretical 
framework, which distinguishes healthcare as direct, with care 
being offered in a direct relationship with users, and as indirect, 
being acts that provide physical and material comfort and safety 
to patients. For indirect care, all professionals working in man-
agement and administration, material distribution, pharmacy, 
nutrition and laboratory sectors were considered. Professionals 
from all outpatient clinics, wards, CCU, surgical center, treatment 
units, such as dialysis, burns, rehabilitation and others, were 
considered direct care. The Kruskal-Wallis non-parametric test 
was used, an appropriate choice for comparing three or more 
independent samples. The significance level adopted in this 
study was set at 95%.

RESULTS

A total of 459 forms were completed, of which 111 (24.2%) 
were completed online, while 348 (75.8%) were completed in 
printed format. Regarding professionals’ work unit, 327 (71.2%) 
worked in the campus unit; 89 (19.4%) worked in the emergency 
unit; and 43 (9.4%) worked at the children’s hospital. Regarding 
the type of sector, there were 139 (30.3%) participants from open 
units and 320 (69.7%) from closed units. Considering the type 
of care, 388 (84.5%) provided direct patient care, and 71 (15.5%) 
provided indirect care. Among participants, the majority were 
female (367; 80.1%) and with a mean age of 43.53 years (21.07 ± 
70.22). Table 1 presents par-
ticipant characteristics.

Considering the 42 HSOP-
SC questions, which were 
grouped into 12 dimensions 
of safety culture, the percent-
age of positive, neutral and 
negative responses was cal-
culated, as shown in Figure 1.

None of the 12 dimen-
sions assessed reached 75% 
of positive responses. Despite 
this, the dimensions that ex-
pressed the highest percent-
ages of positive responses 
stand out, i.e., 67% in “Supervisor/manager expectations and actions 
promoting patient safety” and 62.7% in “Teamwork within units”.

Furthermore, seven of the 12 dimensions obtained 50% or less 
positive responses, representing weak areas of patient safety that 
require improvement, in descending order: “Feedback and com-
munication about error” (49,4%); “Overall perceptions of patient 
safety” (44,8%); “Management support for patient safety” (44%); 
“Teamwork across units” (36,4%); and “Handoffs and transitions” 
(35,7%). The two dimensions with the lowest percentages of 
positive responses stood out: “Staffing” (33.5%); and “Nonpunitive 
response to error” (18.6%).

Regarding the variable “adverse events reported by professionals 
in the last 12 months”, Figure 2 showed that the majority (67.5%) 
did not report anything.

Table 1 - Characterization of professionals working in the three hospital units 
participating in the research (N=459), Ribeirão Preto, São Paulo, Brazil, 2022 

Variables Frequency  
n (%)

Sex
Female        
Male

367 (80.1)
91 (19.9)

Education       
High school or less
Higher education
Specialization
Master’s or doctoral degree

134 (29.2)
142 (31)

115 (25.1)
68 (14.8)

Position/function 
Assistants/technicians*
Graduates**

248 (54.0)
211 (46.0)

Hospital job tenure
≤ 5 years
6 to 10 years
11 to 15 years
16 to 20 years
>20 years

161 (35.1)
 86 (18.7)
53 (11.5)
27 (5.9)

132 (28.8)
Weekly workload

< 40 hours
 ≥ 40 hours 

264 (57.5)
295 (42.5)

Direct contact with patient
Yes
No

336 (73.2)
123 (26.8)

*Assistants/technicians: nursing assistant and technician; other technical level professionals, 
such as those working in electrocardiogram, laboratory, radiology and pharmacy; administra-
tive assistant/secretary; other; **Graduates: clinical staff physician/assistant physician; nurse; 
pharmacist/biochemist/biologist/biomedical; nutritionist; physiotherapist, respiratory therapist, 
occupational therapist or speech therapist; psychologist; social worker; administration/direction.

55.7

28.3

43.8

27.9

25

18.1

21.7

29.8

24.8

16.3

14.2

15.8

25.7

36

22.7

35.7

21

25.5

28.9

25.4

31.2

26.8

18.8

21.51 - Teamwork within units 
2 - Supervisor/manager expectations and actions promoting patient safety

3 - Organizational learning-continuous improvement 
4 - Management support for patient safety 

5 - Overall perceptions of patient safety
6 - Feedback and communication about error

7 - Communication openness 
8 - Frequency of events reported 

9 - Teamwork across units
10 - Staffing 

11 - Handoffs and transitions
12 - Nonpunitive response to error
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Figure 1 - Distribution of negative, neutral and positive responses to the 12 safety dimensions assessed through 
the Hospital Survey on Patient Safety Culture, Ribeirão Preto, São Paulo, Brazil, 2022

Figure 2 - Adverse events reported by professionals in the last 12 months 
(N = 459), Ribeirão Preto, São Paulo, Brazil, 2022
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With regard to the general level of patient safety, the results 
revealed that, of the 459 (100%) participants, 218 (47.5%) con-
sidered the hospital’s patient safety to be very good.

In the present study, the percentage of positive responses for 
patient safety was compared between closed and open sectors. 
Table 2 shows that closed sectors obtained higher percentages of 
positive responses in all 12 patient safety dimensions compared 
to open sectors; however, the results were not significant, except 
for “Supervisor/manager expectations and actions promoting 
patient safety” (p-0.015), “Feedback and communication about 
error” (p-0.0077), “Communication openness” (p-0.0156) and 
“Teamwork across units” (p-0.0039).

A comparison of patient safety culture was also carried out 
between sectors that provide direct patient care and sectors 
that provide indirect care. Table 3 reveals that, in sectors where 
indirect care is provided to patients, the percentage of positive 
responses was higher (eight of the 12 dimensions) than when 
compared to sectors that provide direct care. However, the results 
were not significant, except for “Organizational learning—con-
tinuous improvement”, with a final value measured at p=0.0033.

DISCUSSION

The general objective of this study was to assess patient 
safety culture during the COVID-19 pandemic and identify the 
dimensions that need to be improved in the hospital. The results 
showed that none of the 12 safety dimensions assessed through 

Table 2 - Distribution of positive responses to the 12 dimensions of patient safety assessed through the Hospital Survey on Patient Safety Culture, ac-
cording to the type of sector, Ribeirão Preto, São Paulo, Brazil, 2022

Patient safety dimensions Type of sector (%) p value*Open Closed

1 - Teamwork within units 62.2 62.7 0.7481
2 - Supervisor/manager expectations and actions promoting patient safety 65.7 67.5 0.015  
3 - Organizational learning—continuous improvement 51.1 59.5 0.0996
4 - Management support for patient safety 40 45.7 0.1464
5 - Overall perceptions of patient safety 41.4 46.3 0.5897
6 - Feedback and communication about error 48.6 49.1 0.0077
7 - Communication openness 55.6 55.7 0.0156
8 - Frequency of events reported 53 54.4 0.6029
9 - Teamwork across units 31.9 39.2 0.0039
10 - Staffing 28.4 35.8 0.3583
11 - Handoffs and transitions 34.2 36.4 0.843
12 - Nonpunitive response to error 14.6 20.3 0.4166

*Kruskal-Wallis.

Table 3 - Distribution of positive responses to the 12 safety dimensions assessed through the Hospital Survey on Patient Safety Culture according to the 
type of care provided to patients, Ribeirão Preto, São Paulo, Brazil, 2022

Patient safety dimensions Tipo de Care  (%) p value*Direct Indirect

1 - Teamwork within units 62.6 62.3 0.5256
2 - Supervisor/manager expectations and actions promoting patient safety 65.7 74 0.2086
3 - Organizational learning—continuous improvement 56 62 0.0033
4 - Management support for patient safety 42.3 53.5 0.497
5 - Overall perceptions of patient safety 45.2 43 0.1183
6 - Feedback and communication about error 48.6 58.3 0.8998
7 - Communication openness 55.7 63.8 0.7259
8 - Frequency of events reported 53.9 54.9 0.8569
9 - Teamwork across units 37.5 47.5 0.074
10 - Staffing 34 31.1 0.0589
11 - Handoffs and transitions 35.8 33.8 0.3574
12 - Nonpunitive response to error 18.2 20.7 0.4737

*Kruskal-Wallis.

the HSOPSC were considered strong areas, as they did not present 
a percentage of ≥75% of positive responses. 

This same setting was presented in a scoping review that 
brought together several studies developed in Brazil. According 
to the researchers, the majority of Brazilian hospitals do not have 
any strong dimension(30).

However, in the present study, 47.5% of participants consider 
the hospital’s patient safety to be “very good”. Some dimensions 
had the potential to be strengthened, such as “Supervisor/man-
ager expectations and actions promoting patient safety” and 
“Teamwork within units”. This result corroborates the results of 
research conducted in a philanthropic hospital in Diamantina, 
state of Minas Gerais(31). The results demonstrate the importance 
of leaders expressing interest in the topic, encouraging good 
practices, investing in safe work processes and praising ac-
tions performed with excellence, thus motivating employees to 
improve patient safety. When professionals achieve this vision, 
teamwork becomes a reality, as this research illustrates, in which 
support and respect between people are present, thus favoring 
safe and quality care. 

In a systematic review carried out in 21 countries, mostly Eu-
ropean and Asian(25), it was demonstrated that even considering 
the diversity of each one, the dimensions that appear highlighted 
with the lowest positive response scores were “Nonpunitive 
response to error” and “Staffing”, representing the most fragile 
areas as well as in the present study, which showed percentages 
of 18.6% and 33.5%, respectively.
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In the context of patient safety, “Nonpunitive response to 
error” exposes the culture of blame that is still present in many 
hospital institutions, where professionals feel afraid to report 
errors due to the possible fear of being held responsible and, 
consequently, punished, leading to underreporting of events(32). 
This point can be confirmed by the percentage of reports in the 
12 months prior to the survey, in which more than half (67.5%) 
of professionals did not report. Other studies that used the same 
instrument obtained similar results for these dimensions(30,32-33). 

This situation of underreporting of adverse events is aggra-
vated by the “Staffing” dimension, highlighted as the second most 
fragile area of the study. Adding to the adverse scenario of the 
COVID-19 pandemic, it brings an increase in workload, redistri-
bution of personnel to unfamiliar clinical environments and the 
need to treat patients with a new disease, resulting in increased 
professional stress(9), factors that may result in underreporting. 

When relating the fragile areas of the hospital investigated 
during the pandemic to previous studies conducted in other 
scenarios and contexts, it appears that the pandemic highlighted 
points of fragility that were already considered challenging, in-
cluding the culture of blaming and punishing errors, expressed 
in these studies by the lower percentage of positive responses 
for “Nonpunitive response to error” and “Staffing”, related to work 
overload and inadequacy of human resources(30,32-33). 

In the present study, open sectors presented a lower percent-
age of positive responses in all dimensions of patient safety when 
compared to closed sectors. As no previous studies were found 
that assess the dimensions between open and closed sectors, 
this comparison was not possible. 

With regard to direct and indirect care sectors, indirect care 
sectors, which predominantly include management and admin-
istration, obtained a higher percentage of positive responses for 
most dimensions. A study carried out in the USA as an extension 
of HSOPSC showed that management sectors tend to believe that 
patient safety culture in the institution is stronger than it actu-
ally is(34). This fact, in the present study, may have influenced the 
greater positivity of patient safety dimensions in indirect sectors.

On the other hand, in “Overall perceptions of patient safety”, 
indirect care sectors had a lower positive response percentage 
(43%) than direct care sectors (45.2%), highlighting possible 
difficulty in assessing safety culture in the institution. Related to 
this context, one of the main challenges of data collection in the 
present study stands out, which would be the low engagement of 
professionals in sectors with indirect care, especially administra-
tive professionals. According to reports from these professionals, 
they do not understand their role in patient safety because they 
are not directly linked to care. Still in accordance with the study 
carried out in the USA, administrative positions - indirect care - 
are areas with greater gaps in patient safety culture perception, 
reinforcing the importance of training these professionals on the 
subject so that they become co-responsible for patient safety 
and the institution as a whole achieves a shared safety culture(34). 

Furthermore, research carried out in the Intensive Care Unit 
of a university hospital showed that the group of patients who 
presented safety incidents related to administrative failures 
required longer hospitalization and greater care by the nursing 
team(35). This scenario reveals that all professional areas involved 

in the care process, whether direct or indirect, must participate 
and engage in safety strategies. Bearing this in mind, it is impor-
tant that institutions rethink the current safety culture, in order 
to become a high reliability organization. Such organizations 
present a condition of full and persistent attention aimed at early 
recognition of errors and immediate intervention, in order to 
prevent such events from becoming catastrophic. Furthermore, 
high-reliability organizations cultivate resilience by relentlessly 
prioritizing safety over other performance measures(36).

Study limitations

Among the limitations of this study, it is possible to mention the 
lack of research using the same instrument, carried out during the 
COVID-19 pandemic, making it impossible to compare the results. 
Furthermore, there was a lack of adherence by professionals to par-
ticipate in the research and/or inadequate completion of the form.

Another limitation is the possibility of response bias by par-
ticipants. Depending on individual sensitivity or perceptions, 
participants may be inclined to provide responses that reflect 
a more favorable view of safety culture, which may affect the 
accuracy of results. Furthermore, the simple random sample 
may not completely represent the diversity of hospital contexts, 
limiting the generalization of results to other health institutions.

Contributions to nursing, health, or public policy

The results made it possible to identify weaknesses in patient 
safety culture during the COVID-19 pandemic and may lead to 
the creation of strategies and interventions aimed at improving 
work processes and patient healthcare and safety.

CONCLUSIONS 

The study identified that all dimensions of patient safety cul-
ture in a tertiary hospital need to be improved, especially those 
relating to “Nonpunitive response to error” and “Staffing”. With 
the pandemic, these weaknesses became even more evident, 
requiring attention and incisive interventions from the institu-
tion’s leaders. According to data from this study, closed sectors 
showed a stronger safety culture compared to open sectors. 
Indirect patient care sectors had a low general perception of 
patient safety when compared to direct care sectors, which 
may be an interfering factor in the organization’s high reliability. 

It is possible to conclude that the hospital investigated presents 
a weak scenario in relation to patient safety culture. Therefore, it is 
necessary for leaders to recognize the dimensions identified as fragile 
and to focus on work processes on the relevance of adopting strate-
gies to promote a culture of patient safety shared in hospital sectors.

AVAILABILITY OF DATA AND MATERIAL

https://doi.org/10.48331/scielodata.DGI70P

CONTRIBUTIONS

Lopes AL, Pereira RA, Castilho FMC and Gimenes FRE contrib-
uted to the conception or design of the study/research. Lopes 

https://doi.org/10.48331/scielodata.DGI70P


7Rev Bras Enferm. 2024;77(Suppl 1): e20230187 8of

Patient safety culture in times of the COVID-19 pandemic: a cross-sectional study in a hospital
Lopes AL, Pereira RA, Pereira LMV, Castilho FMC, Gimenes FRE. 

AL, Pereira RA, Pereira LMV and Gimenes FRE contributed to the 
analysis and/or interpretation of data. Lopes AL, Pereira RA, Pereira 

LMV, Castilho FMC and Gimenes FRE contributed to the final re-
view with critical and intellectual participation in the manuscript.

REFERENCES

1.	 World Health Organization (WHO). Coronavirus disease (COVID-19) pandemic [Internet]. 2020 [cited 2021 Jan 16]. Available from: https://
www.who.int/emergencies/diseases/novel-coronavirus-2019

2.	 World Health Organization (WHO). Timeline of WHO's response to COVID-19. [Internet]. 2020 [cited 2021 Jan 16]. Available from: https://
www.who.int/news-room/detail/29-06-2020-covidtimeline

3.	 World Health Organization (WHO). Folha informativa COVID-19: Escritório da OPAS e da OMS no Brasil [Internet]. 2021 [cited 2021 Jan 12]. 
Available from: https://www.paho.org/pt/covid19

4.	 Ministério da Saúde (BR). Agência Nacional de Vigilância Sanitária (ANVISA). Brasil confirma primeiro caso do novo coronavírus 
[Internet]. 2020 [cited 2021 Jan 15]. Available from: https://www.gov.br/pt-br/noticias/saude-e-vigilancia-sanitaria/2020/02/
brasil-confirma-primeiro-caso-do-novo-coronavirus

5.	 Secretaria da Saúde de Ribeirão Preto. Departamento de Vigilância Sanitária (DVS). Boletim epidemiológico, Coronavírus (COVID19)
[Internet]. 2021 [cited 2022 Aug 17]. Available from: https://www.ribeiraopreto.sp.gov.br/portal/pdf/saude30b202112.pdf

6.	 Secretaria da Saúde de Ribeirão Preto. Departamento de Vigilância Sanitária (DVS). Boletim epidemiológico, Coronavírus (COVID19)
[Internet]. 2022 [cited 2022 Aug 17]. Available from: https://www.ribeiraopreto.sp.gov.br/portal/pdf/saude17b202208.pdf

7.	 Aziz S, Arabi YM, Alhazzani W, Evans L, Citerio G, Fischkoff K, et al. Managing ICU surge during the COVID-19 crisis: rapid guidelines. Intensive 
Care Medicine. 2020;46(7):1303-25. https://doi.org/10.1007/s00134-020-06092-5

8.	 Legido-Quigley H, Asgari N, Teo YY, Leung GM, Oshitani H, Fukuda K, et al. Are high-performing health systems resilient against the 
COVID-19 epidemic? Lancet. 2020;395(10227):848-50. https://doi.org/10.1016/s0140-6736(20)30551-1

9.	 Mo Y, Deng L, Zhang L, Lang Q, Liao C, Wang N, et al. Work stress among Chinese nurses to support Wuhan in fighting against COVID‐19 
epidemic. J Nurs Manag. 2020;28(5):1002-9. https://doi.org/10.1111/jonm.13014

10.	 Sinval J, Marôco J. Short index of job satisfaction: validity evidence from Portugal and Brazil. Plos One. 2020;15(4):e0231474. https://doi.
org/10.1371/journal.pone.0231474

11.	 World Health Organization (WHO). Plano de ação global para a segurança do paciente 2021-2030: em busca da eliminação dos danos 
evitáveis nos cuidados de saúde [Internet]. Genebra: Organização Mundial da Saúde; 2021 [cited 2021 Jan 30]. Available from: https://
www.gov.br/anvisa/pt-br/centraisdeconteudo/publicacoes/servicosdesaude/publicacoes/plano-de-acao-global-para-a-seguranca-do-
paciente-2021-2030-traduzido-para-portugues#:~:text=O%20Plano%20de%20A%C3%A7%C3%A3o%20Global,sa%C3%BAde%20para%20
cumprir%20este%20objetivo

12.	 International Atomic Energy Agency (IAEA). Safety Culture: a report by the International Safety Advisory Group. (Vienna): International 
Atomic Energy Agency; 1991. 44 p. Report No.75-INSAG-4. Available from: https://www-pub.iaea.org/mtcd/publications/pdf/pub882_web.
pdf

13.	 Flin R. Flin R, Burns C, Mearns K. Measuring safety climate in health care. BMJ Qual Saf 2006;15:109-15. https://doi.org/10.1136/
qshc.2005.014761

14.	 Sexton JB, Helmreich RL, Neilands TB, Rowan K, Vella K, Boyden J, et al. The Safety Attitudes Questionnaire: psychometric properties, 
benchmarking data, and emerging research. BMC Health Serv Res. 3 abr 2006;6(1). https://doi.org/10.1186/1472-6963-6-44

15.	 Zohar D. Handbook of occupational health psychology. Washington: American Psychological Association; 2003. Safety climate: conceptual 
and measurement issues.; p. 123-42. https://doi.org/10.1037/10474-006

16.	 Broca PV, Ferreira MD. Processo de comunicação na equipe de enfermagem fundamentado no diálogo entre Berlo e King. Esc Anna Nery. 
2015;19(3):467-74. https://doi.org/10.5935/1414-8145.20150062

17.	 Carvalho RE, Arruda LP, Nascimento NK, Sampaio RL, Cavalcante ML, Costa AC. Assessment of the culture of safety in public hospitals in 
Brazil. Rev Latino-Am Enfermagem. 2017;25. https://doi.org/10.1590/1518-8345.1600.2849 

18.	 Agency for Healthcare Research and Quality (AHQR). Improving patient safety in hospitals: a resource list for users of the AHRQ hospital 
survey on patient safety culture [Internet]. 2004 [cited 2021 Apr 07]. Available from: https://www.ahrq.gov/sops/quality-patient-safety/
patientsafetyculture/hospital/index.html

19.	 Reis CT. A cultura de segurança do paciente: validação de um instrumento de mensuração para o contexto hospitalar brasileiro [Tese]
[Internet]. Rio de Janeiro: Fundação Oswaldo Cruz; 2013 [cited 2021 Jun 14]. Available from: https://www.arca.fiocruz.br/handle/icict/14358

20.	 Al Salem G, Bowie P, Morrison J. Hospital Survey on Patient Safety Culture: psychometric evaluation in Kuwaiti public healthcare settings. 
BMJ Open. Maio 2019;9(5):e028666. https://doi.org/10.1136/bmjopen-2018-028666

21.	 Fassarella CS, Camerini FG, Henrique DD, Almeida LF, Figueiredo MD. Evaluation of patient safety culture: comparative study in university 
hospitals. Rev Esc Enferm USP. 2018;52:e03379. https://doi.org/10.1590/s1980-220x2017033803379



8Rev Bras Enferm. 2024;77(Suppl 1): e20230187 8of

Patient safety culture in times of the COVID-19 pandemic: a cross-sectional study in a hospital
Lopes AL, Pereira RA, Pereira LMV, Castilho FMC, Gimenes FRE. 

22.	 Lee SE, Havaei F, Astivia OL, Shin JA. Psychometric evaluation of the korean version of Hospital Survey on Patient Safety Culture. J Patient 
Saf. 2022;18(1):26-32. https://doi.org/10.1097/pts.0000000000000792

23.	 Leonard S, O'Donovan A. Measuring safety culture: application of the Hospital Survey on Patient Safety Culture to radiation therapy 
departments worldwide. Pract Radiation Oncol. 2018;8(1):e17-e26. https://doi.org/10.1016/j.prro.2017.08.005

24.	 Rahimi E, Alizadeh SS, Safaeian A, Abbasgholizadeh N. Dimensions analysis of the Hospital Survey on Patient Safety Culture questionnaire in 
Iran: psychometric properties. Int J Health Planning Manag. 2020;35(6):1532-45. https://doi.org/10.1002/hpm.3044

25.	 Reis CT, Paiva SG, Sousa P. The patient safety culture: a systematic review by characteristics of Hospital Survey on Patient Safety Culture 
dimensions. Int J Qual Health Care. 2018;30(9):660-77. https://doi.org/10.1093/intqhc/mzy080

26.	 Malta M, Cardoso LO, Bastos FI, Magnanini MMF, Silva CMFP. STROBE initiative: guidelines on reporting observational studies. Rev Saúde 
Pública. 2010;44(3):559-65. https://doi.org/10.1590/S0034-89102010000300021

27.	 Sorra J, Gray L, Streagle S. AHRQ Hospital Survey on Patient Safety Culture: User’s Guide. Rockville (MD): Agency for Healthcare Research and 
Quality [Internet]. 2016 [cited 2022 Feb 14], 46 p. Report No. 15-0049-EF (Replaces 04-0041). Contract No. HHSA290201300003C. Available 
from: http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/index.html

28.	 Bianchi ER. Enfermeiro hospitalar e o stress. Rev Esc Enferm USP. 2000;34(4):390-4. https://doi.org/10.1590/s0080-62342000000400011

29.	 Bartolomei SR, Lacerda RA. Trabalho do enfermeiro no Centro de Material e seu lugar no processo de cuidar pela enfermagem. Rev Esc 
Enferm USP. 2006;40(3):412-7. https://doi.org/10.1590/s0080-62342006000300014

30.	 Prieto MM, Fonseca RE, Zem-Mascarenhas SH. Avaliação da cultura de segurança do paciente em hospitais brasileiros através do HSOPSC: 
scoping review. Rev Bras Enferm. 2021;74(6):e20201315. https://doi.org/10.1590/0034-7167-2020-1315

31.	 Serrano AC, Santos DF, Matos SS, Goveia VR, Mendoza IY, Lessa AC. Avaliação da cultura de segurança do paciente em um hospital 
filantrópico. Reme Rev Min Enferm. 2019;23:e-1183. https://doi.org/10.5935/1415-2762.20190031

32.	 Sanchis DZ, Haddad MD, Girotto E, Silva AM. Cultura de segurança do paciente: percepção de profissionais de enfermagem em instituições 
de alta complexidade. Rev Bras Enferm. 2020;73(5):e2019017. https://doi.org/10.1590/0034-7167-2019-0174

33.	 Notaro KA, Corrêa AD, Tomazoni A, Rocha PK, Manzo BF. Cultura de segurança da equipe multiprofissional em Unidades de Terapia Intensiva 
Neonatal de hospitais públicos. Rev Latino-Am Enfermagem. 2019;27:e3167. https://doi.org/10.1590/1518-8345.2849.3167

34.	 Hickner J, Smith SA, Yount N, Sorra J. Differing perceptions of safety culture across job roles in the ambulatory setting: analysis of the AHRQ 
Medical Office Survey on Patient Safety Culture. BMJ Qual Saf. 2015;25(8):588-94. https://doi.org/10.1136/bmjqs-2014-003914

35.	 Santos ED, Quitério LM, Daud-Galotti RM, Novaretti MC. Influência das falhas administrativas na redução da segurança de pacientes 
internados em unidades de terapia intensiva. Rev Gestão Países de Língua Portuguesa. 2018;17(2):58-72. https://doi.org/10.12660/rgplp.
v17n2.2018.78226

36.	 Agency for healthcare research and quality (AHQR). High Reliability [Internet]. Rockville (MD): Patient Safety Network. 2019[cited 2022 jun 
07]. Available from: https://psnet.ahrq.gov/primer/high-reliability


